Two hundred and one women undergoing elective abdominal hysterectomy were anaesthetised with isoflurane in nitrous oxide and oxygen. At the end of anaesthesia the stomach was aspirated in half of the patients, selected in random order. In the other half no aspiration was performed. Incidence and severity of emesis (none, nausea, retching or vomiting) was assessed during the first 24 hours after operation. Emesis was similar after the operation regardless of aspiration of the stomach (overall emesis 79% and 70%for those whose stomach had and had not been aspirated, respectively). The incidence at all times during the 24 hours was similar in both groups. The results suggest that gastric aspiration at the end of anaesthesia has no major effect on the incidence or severity of postoperative emesis in patients undergoing abdominal hysterectomy.
The aim of the present study was to find out whether gastric aspiration at the end of operation offers any advantages as far as postoperative nausea and vomiting are concerned. Abdominal hysterectomy was chosen as the surgical procedure because the surgical trauma and the duration of anaesthesia are similar in all patients.
PATIENTS AND METHODS Two hundred and one patients scheduled for abdominal hysterectomy were enrolled. The study protocol was accepted by the institutional ethics committee and informed consent was obtained from each patient. Only patients in ASA group I or 11 and between the ages of 35 and 55 years were studied. Patients were randomised according to the date of birth to group A (even day): gastric aspiration performed at the end of anaesthesia, or to group B (uneven day): no gastric aspiration.
All patients were premedicated with pethidine 1 mg/kg IM 40 to 60 minutes before anaesthesia. After insertion of an IV cannula Anaesthesia and Intensive Care, Vol. 18, No. 1, February, 1990 and starting an infusion of Ringer's solution, alcuronium chloride 1.5 mg, glycopyrrolate 0.2 mg and fentanyl 0.1 mg were administered. Anaesthesia was induced with thiopentone 4 mg/kg. Before tracheal intubation patients were ventilated trying to avoid the passage of gases into the stomach. Oral tracheal intubation was facilitated with suxamethonium 1.5 mg/kg and anaesthesia was maintained with isoflurane in combination with nitrous oxide and oxygen (30%). The initial vaporiser setting for isoflurane was 1 %, and thereafter the concentration of isoflurane was adjusted with a goal of administering the least isoflurane possible, according to the clinical need. The concentration was changed if the systolic blood pressure or heart rate changed more than 25% from the baseline. The inspired and expired concentrations of isoflurane were monitored with an anaesthetic agent monitor. Patients were also given fentanyl as an adjunct in a standardised way (0.05 mg every 45 minutes). Alcuronium was used to maintain neuromuscular blockade, 20-25% of the patient's muscle power being maintained as assessed using a nerve stimulator. 7 End-tidal C02 was measured continuously with a capnometer and maintained at 5 to 5.5%. At the end of anaesthesia, glycopyrrolate 0.4 mg and neostigmine 2.0 mg were given IV. Before that an orogastric tube was passed into stomach and spontaneous expulsion of air was observed by placing the end of the tube under the water and watching air bubbles. After this the remaining gastric contents were aspirated with a 50 ml syringe with the patient lying on her back. After several attempts to aspirate, the tube was removed before waking up the patient. The volumes of air and the liquid aspirated were small, usually less than 30 ml.
Oxycodone chloride was used to relieve postoperative pain. It was administered IV in the postanaesthesia care unit in 4 mg increments and thereafter IM in the ward, at a dose of 0.13 mg/kg.
ASSESSMENT OF EMESIS
The incidence of nausea and vomiting was determined at intervals during the first 24 hours after the operation; from 0-2,2-6,6-12, 12-18 and 18-24 hours, as in our previous Anaesthesia and Intensive Care, Vol. 18, No. I, February, 1990 studies. '-4 At the end of each interval a trained nurse, being unaware concerning details of gastric aspiration, recorded whether nausea, retching or vomiting had occurred. The results were scored, in a manner similar to that of Bellville et al., g as none, nausea, retching or vomiting. Droperidol 1.25 mg was administered once during each period if prolonged nausea or vomiting occurred. If a patient experienced more than one symptom, for example both nausea and vomiting, she was listed as having vomited; each patient was assessed five times during the 24-hour period.
STATISTICS

Analysis of variance was used for comparisons of the patients' characteristics.
The chi-square test was used to compare the incidence of emesis. A P-value less than 0.05 was considered statistically significant. Statistical power,9 i.e. the adequacy of our sample size and chances of finding a difference between the two groups, was estimated according to Fleiss. 10 
RESULTS
There were 100 patients in group A (stomach aspirated) and 101 patients in group B (stomach not aspirated). The two groups (A and B) were similar with regard to age, weight, duration of anaesthesia as well as with regard to history of nausea and vomiting after previous anaesthetics and the drugs used during the present anaesthesia (Table 1) . Table 2 shows that the incidence and severity of emesis at any time during the 24-hour-period was similar in groups A and B. Similarly, the overall incidence of nausea, retching and vomiting did not differ between the groups when assessed for the whole 24-hour follow-up period. The overall incidence of emesis (either nausea, retching or vomiting) during 24 hours was 79% and 70% in the group A and B, respectively. Emesis was not severe after 12 hours, and nearly disappeared by 24 hours after anaesthesia. There was no significant difference between the study groups A and B during any of the studied intervals. DISCUSSION We found that gastric aspiration at the end of anaesthesia did not decrease the incidence of postoperative nausea and vomiting. Even in the immediate postoperative phase (0-2 and 2-6 hours periods), which would have been the most likely time period to be altered, no difference was noted between the groups. The trial design and scoring system used for nausea and vomiting in this study have been used by our group before and proved useful and sensitive in comparing anti-emetic drugs given before, during and after general anaesthesia l • 3 ,11 and in studying the influence of nitrous oxide on postoperative emesis. 4 ,12 A comparison of emesis is justified in the present investigation, since the variables which most affect the incidence of nausea and vomiting l3 (i.e. age, sex, type and duration of operation, amount of narcotics given) were similar in both groups. Although the administration of opioid analgesics may cause nausea and vomiting, we chose to use pethidine for premedication and a small dose of fentanyl during the operation, as pain after the operation has also been implicated as a major cause of postoperative nausea and vomiting. 14 The overall incidence of nausea and vomiting in this study (79% in group A and 70% in group B) is rather high. The high overall incidences are mainly due to nausea, rather than vomiting, being common. The high incidence of nausea can be explained by that stomach emptying decreased the incidence of emesis by 20% (from 70% to 50%). To demonstrate smaller differences would require investigation of more patients.
Anaesthesia and Intensive Care. Vol. 18. No. I. February, 1990 In conclusion, we could not confirm the generally accepted theory that gastric emptying at the end of operation reduces the incidence of nausea and vomiting after general anaesthesia in patients undergoing abdominal hysterectomy.
